Varicella Zoster affecting the sacral dermatomes is a rare but well recognised cause of urinary retention. Only one case of erectile dysfunction associated with Varicella Zoster has previously been described, which was longstanding, but no cases of transient erectile dysfunction following Zoster infection are recorded. We present one such case.
A 64 y old man presented in acute urinary retention with a 10 day history of dysuria, frequency, nocturia and a painful rash over his left buttock. On examination he had a palpable distended bladder and an herpetic rash over his left S3=S4 dermatome ( Figure 1 ). Rectal examination revealed an empty rectum and a mildly tender prostate. 1500 mls of clear urine drained on catheterisation. Urinalysis showed only a small amount of blood. Culture was negative.
The catheter was successfully removed 2 weeks later. The patient subsequently reported a complete inability to achieve an erection. Prior to his illness he had no voiding or erectile difficulty. He was tried on Sildenafil with no success. Six months later erectile function returned spontaneously but orgasm was difficult to achieve and was accompanied by penile paraesthesia.
Discussion
Herpes zoster is acquired as a systemic infection producing chickenpox, most commonly in childhood. Once the acute, self-limiting illness is over some viral organisms lodge in the dorsal root ganglia of the spinal cord and become dormant. Reactivation many years later produces the characteristic painful shingles rash in the affected dermatome, most commonly in the thoracolumbar segments. Sacral involvement occurs in about 1%. 1 Associated bladder dysfunction is well recognised but uncommon. Two distinct syndromes occur: Zoster cystitis, affecting the thoraco-lumbar segments, presents in younger patients with dysuria, frequency and haematuria. At cystoscopy a herpetic hemicystitis is often seen; Zoster retention, affecting the sacral segments, presents in older males with a herpetic rash followed by increasing voiding difficulty and constipation. In both types, resolution of the rash allows voiding function to return. 2 Davidsohn presented the first patient with sacral herpes zoster and urinary retention in 1890. 3 His patient is quoted as also suffering from erectile dysfunction 4 but in the original paper the only reference to the patient's potency is in the context of a neurological examination performed by another physician while still in the acute phase of the disease. He says: 'I cannot comment about his potency with certainty; he himself feels . . . that his libido was diminished long before his current affliction'. 3 Rydin et al presented a patient whose longstanding impotence had started following a haemorrhagic cystitis caused by herpes zoster and who had an atonic bladder on cystometry. 5 Although the virus usually affects the dorsal root ganglia and travels down sensory nerves to the skin, it has been recorded spreading into the adjacent spinal cord, even producing motor paralysis when anterior horn grey cells are affected. 3, 6 In our patient the S3 and S4 segments were affected. There are various structures in the spinal cord at this level involved in micturition: the parasympathetic cell bodies mediating detrusor contraction, Onuf's nucleus which controls the rhabdosphincter, afferent sensory fibres from the bladder, or the cell bodies of the pudendal nerve. 7 Retention could have been produced by interference with any one of these.
The neurological control of erection at this level is mediated by parasympathetic nerves, which arise in the intermediate lateral bundle of S2 to S4 and travel via the nervi erigentes to the pelvic plexus before passing to the erectile tissue as the cavernous nerves. Sympathetic nerves involved with ejaculation join the parasympathetics in the pelvic plexus although their cell bodies arise elsewhere in the spinal cord at T11 to L4. 8 Our patient's erectile dysfunction was probably caused by severe local inflammation at spinal level. The return of function would fit a resolving inflammatory cause and the paraesthesiae on orgasm are suggestive of a post herpetic neuralgia.
